Background-The benefits and harms of dual antiplatelet therapy (DAPT) continuation beyond 1 year after drug-eluting stent implantation as compared with 1-year DAPT remain controversial. Methods and Results-We searched for randomized trials that compared longer than 1-year DAPT versus 1-year DAPT after drug-eluting stenting. A meta-analysis was performed by using standard frequentist and random- No language, publication date, or publication status restrictions were imposed. Conference proceedings (from 2010 through March 2016) of the American Heart Association, the American College of Cardiology, the Transcatheter Cardiovascular Therapeutics, and the European Society of Cardiology were also searched through electronic or hand search. All suitable unpublished completed registered studies were considered for inclusion. We checked reference lists of identified articles, recent editorials, and related reviews.
C oncerns about the long-term safety of first-generation coronary drug-eluting stents and the increased risk of stent thrombosis on premature discontinuation of dual antiplatelet therapy (DAPT) with aspirin and a P2Y 12 inhibitor led to the recommendation for 1-year duration of DAPT in patients treated with drug-eluting stents. [1] [2] [3] [4] Recently, several studies have investigated whether a prolonged duration of DAPT beyond 1 year could improve cardiovascular outcomes by reducing ischemic events beyond 1 year. [5] [6] [7] In the DAPT study, 7 DAPT continuation beyond 1 year, compared with 1-year DAPT, reduced major adverse cardiovascular events and stent thrombosis but was associated with an increased risk of major bleeding and all-cause mortality. Meta-analyses of randomized trials have investigated the effect of different DAPT durations on overall and cardiovascular mortality leading to conflicting results. [8] [9] [10] However, these meta-analyses included studies assessing the comparison of an abbreviated regimen of DAPT shorter than 1 year with 1-year DAPT or longer DAPT. In some cases, they could include a wider patient population with cardiovascular disorders that did not undergo percutaneous coronary implantation. 10 Furthermore, these analyses did not include more recent randomized trials. 11 Indeed, the OPTIDUAL trial (Optimal Dual Antiplatelet Therapy) reported lack of significant differences in ischemic complications and major bleeding between extended DAPT beyond 1 year and 1-year DAPT. 11 Therefore, uncertainty exists about the benefits and risks of prolonging DAPT beyond 1 year in patients undergoing drug-eluting stents.
The aim of this study was to provide a quantitative assessment of evidence from randomized trials appraising the benefit and risk profile of DAPT continuation beyond 1 year as compared with 1-year DAPT among patients treated with drug-eluting stents.
Methods

Data Sources and Search Strategy Study Selection
Two reviewers (G.F. and B.R.) independently assessed trial eligibility based on titles, abstracts, full-text reports, and further information from investigators as needed.
Discrepancies in study selection were resolved by consensus. Eligible trials had to satisfy the following prespecified criteria: (1) randomized design that compared a treatment arm consisting of longer than 1-year DAPT duration versus 1-year DAPT after drugeluting stenting and (2) the primary outcome measure and at least 3 secondary outcomes were reported. Studies were excluded if control arm consisted of a shorter than 1-year DAPT duration.
Data Extraction and Quality Assessment
Two reviewers (G.F. and P.P.) independently extracted data (baseline characteristics, definition of outcomes, numbers of events) using a standardized data abstraction form. Two reviewers (G.F. and P.P.) independently and systematically assessed the studies' methodological quality using the Risk of Bias Assessment Tool from the Cochrane Handbook for randomized trial, thus following the approach that identifies selection, performance, attrition, detection, reporting bias, and other sources of bias for each study and classifies each of these as low, unclear, and high by analyzing the following 7 domains: random sequence generation, allocation concealment, blinding of participants and of outcome assessment, incomplete outcome data, selective outcome reporting, and other issues. 13 A risk of bias summary reporting each risk of bias item for each included study was reported. 13 Disagreements were resolved via the consensus of the 2 reviewers.
Data Synthesis and Data Analysis
Outcome Measures
The primary end point was all-cause death. Secondary end points were cardiovascular death, myocardial infarction, definite stent thrombosis, stroke, major adverse cardiovascular or cerebrovascular events (MACCE), and major bleeding. End points were attributed according to definition used in each study. Stent thrombosis was defined according to the Academic Research Consortium criteria. 14 The key safety end point was the incidence of major bleedings, which were classified across trials according to different bleeding scales.
15,16
Statistical Analysis
The odds ratios (ORs) with 95% confidence intervals (95% CI) for the end points were directly calculated by extracting the number of events, the number of total patients, and the number of no events in the treatment and control group from each trial. Trial-specific ORs were combined with the Mantel-Haenszel fixed-effects model or with the DerSimonian and Laird random-effects model 17 if heterogeneity was statistically significant or I 2 >25%. The presence of heterogeneity among studies was evaluated with the Cochran Q χ 2 test with P≤0.10 considered to be statistically significant, estimating the between-studies variance τ, 2 and using I 2 test to evaluate the inconsistency. 18 The I 2 statistic is derived from the Q statistic ([Q−df/Q]*100), and I 2 describes the percentage of total variation across studies that is caused by heterogeneity: values of 25%, 50%, and 75% correspond to low, moderate, and high I 2 , respectively. The number of patients needed to treat for an additional beneficial outcome and the number needed to treat for an additional harmful outcome were calculated from weighted estimates of pooled ORs from the random-effects meta-analytic model using the macro metannt, as 1/(projected control group event rate−projected treatment group event rate). The corresponding 95% CI was calculated by using 95% CI of the effect size applied to the control group event rate. 19 We also calculated trial-specific absolute risk differences with 95% CI for each end point, which were combined using fixed-effects or random-effects model, as appropriate, and reported the number of events avoided/caused per 1000 patients treated with 95% CI.
The presence of publication bias was investigated by visual estimation with the use of contour-enhanced funnel plots. 20 The interpretation and meaning of contour-enhanced funnel plots have been reported elsewhere. 20 Briefly, contour-enhanced funnel plots allow to determine whether the presence of any observed asymmetry could be related to publication bias or to factors other than publication bias, on the basis of which areas within the graph studies that seem to be missing (to eliminate the asymmetry) would be plotted. The Peters' test or similar tests were not used given the final number of studies included in the meta-analysis was <5. 21 As sensitivity analysis, we used a Bayesian method developed for random-effects meta-analysis on the log OR scale, reporting OR with 95% credible intervals. We implemented this model in a fully probabilistic Bayesian approach, which will provide posterior probability distributions given the model and the data but requires that prior distributions are defined for all parameters in the statistical model. For the control groups of each study, we set vague priors on the log of the odds of the event risk using normal distributions centered at zero with variance of 1000. We conducted the analyses using weakly informative prior distributions with a half-normal distribution with a mean of 0.5 and a 95% interval from 0.02 to 1.4 for τ. We also calculated the minimum Bayes factor using the formula reported by Goodman, 22 where the Z score was derived using the Bayesian estimates of the population effect d and its SE, and reported the strength of evidence
WHAT IS KNOWN
• Meta-analyses of randomized trials comparing 18 to 48 months of dual antiplatelet therapy (DAPT) with 6 to 12 months of DAPT in heterogeneous patient population undergoing drug-eluting stent implantation have reported significant reductions in myocardial infarction and stent thrombosis and increases in major bleeding associated with prolonged DAPT.
WHAT THE STUDY ADDS
• The present study explored the effects of prolonging DAPT duration beyond 1 year compared with stopping DAPT at 1 year after drug-eluting stent implantation in a homogenous population of patients who did not have major cardiovascular and cerebrovascular events or major bleeding during the first year after stent implantation.
• The study found that DAPT continuation beyond 1 year reduces the risk of myocardial infarction at the expense of an increase in the risk of major bleeding.
• Yet no substantial effects of extended DAPT on total or cardiovascular mortality, stent thrombosis, or stroke were noted.
• These findings highlight the importance of implementing effective strategies to help identify patients in whom DAPT continuation beyond 1 year could provide a greater expected benefit versus greater expected harm.
of treatment effect based on the minimum Bayes factor as weak, moderate, moderate to strong, and strong to very strong.
All analyses were conducted according to the intention-to-treat principle.
The 
Results
Search Results
Of the 2079 citations screened, a total of 7 randomized controlled trials were selected [5] [6] [7] 11, [23] [24] [25] (PRISMA flow diagram, Figure 1 ). Two studies comparing shorter than 1-year DAPT with 24-month DAPT duration were excluded. 23, 24 The study by Garrat et al 25 was excluded because this study included a cohort of patients undergoing Taxus Liberté Paclitaxel-Eluting Coronary Stent implantation, which was already included in the DAPT study. 7 Therefore, a total of 4 trials comprising 17 650 patients who underwent drug-eluting stent implantation, comparing longer than 1-year DAPT with 1-year DAPT, were finally selected and included in the present analysis.
5-7,11
Study Characteristics
The main trial characteristics, patient characteristics, and angiography features of the included studies are reported in Table 1 .
The mean age was comparable across studies ranging from 62 to 64 years, and the prevalence of diabetes mellitus ranged from 28% to 36%. A low prevalence of ST-segment-elevation myocardial infarction at presentation was found across studies. In all trials, DAPT consisted of aspirin and clopidogrel, with prasugrel use as alternative to clopidogrel in a small proportion of patients in few studies. Loss at follow-up was variable across studies ranging from 4.9% to 8.2% in the ARCTIC-interruption trial (Assessment by a Double Randomization of a Conventional Antiplatelet Strategy Versus a Monitoring-Guided Strategy for Drug-Eluting Stent Implantation and of Treatment Interruption Versus Continuation One Year After Stenting). 5 Three out of 4 
CAD indicates coronary artery disease; MI, myocardial infarction; NA, not available; NSTEACS, non-ST-segment-elevation acute coronary syndrome; NSTEMI, non-ST-segment-elevation myocardial infarction; PCI, percutaneous coronary intervention; and STEMI, ST-segment-elevation myocardial infarction.
*Multivessel PCI. †Type II diabetes mellitus. Extended Dual Antiplatelet Therapy studies had an open-label design, 5, 6, 11 whereas the DAPT study was double blinded. 7 Studies differed in regard of the primary end point (Table 1 ). Three out of 4 studies had a superiority trial design, 5, 6, 11 and the DAPT study 7 had 2 coprimary end points of superiority and 1 noninferiority safety end point. Furthermore, DAPT duration varied from 18 to 48 months in the treatment arm across studies. Figure 2 summarizes the quality assessment of the included studies.
Bias Assessment
Overall, there was a high prevalence of low bias in most domains across the studies, except for performance bias caused by lack of blinding of participants and personnel for treatment assignment. Further, high risk of reporting bias was noted for 1 study 5 because of the lack of data on cardiac mortality. Because of the smaller number of studies, the Peter test was not used to assess publication bias. Contour-enhanced funnel plots for all end points are reported in Figures I through VII in the Data Supplement. Evidence for some asymmetry was found for the end point of myocardial infarction, definite stent thrombosis, MACCE, and major bleeding (Figures II, III, VI, and VII in the Data Supplement), which was the result of the combination of publication bias based on statistical significance and the role of other confounding factors.
Heterogeneity
Moderate heterogeneity was found for all-cause death, stent thrombosis, and MACCE, and mild heterogeneity was found for myocardial infarction and cardiac death (Table I in the Data Supplement). No heterogeneity was detected for major bleeding and stroke. We used a random-effects method for all end points for which mild-to-moderate heterogeneity was detected and a fixed-effects model for the remaining end points.
Outcomes
Extended DAPT Versus 1-Year DAPT Compared with 1-year DAPT, extended DAPT did not affect all-cause mortality (1.88% versus 1.58%; OR, 1.11, 95% CI, 0.79-1.57; P=0.53; Figure 3 ; Table 2 ).
Extended DAPT was associated with a significantly lower risk of myocardial infarction (1.55% versus 2.85%; OR, 0.56; 95% CI, 0.43-0.73; P<0.001; Figure 4 ), but it did not significantly reduce the risk of stent thrombosis (0.28% versus 0.82%; Table 2 ).
Compared with 1-year DAPT, extended DAPT significantly increased the risk of major bleeding (0.96% versus 0.65%; OR, 1.49; 95% CI, 1.06-2.11; P=0.02; Figure 8 ; Table 2 ).
Absolute Effects of Extended DAPT Versus 1-Year DAPT
Extended DAPT, as compared with 1-year DAPT, resulted in 12 fewer myocardial infarctions (95% CI, 7-16) per 1000 treated patients, which corresponds to a number of patients needed to treat for an additional beneficial outcome of 82 (95% CI, 62-135), and in a statistically nonsignificant 4 fewer stent thromboses (95% CI, −2 to 7), 0.8 strokes (95% CI, −2.2 to 2.9), and 8 MACCE (95% CI, −2.6 to 17; Table 3 ).
However, extended DAPT resulted in 3 more major bleeds (95% CI, 0.4-7) per 1000 treated patients, which corresponds to a number needed to treat for an additional harmful outcome of 311 (141-2500), and to statistically nonsignificant 2 more deaths (95% CI, −3.2 to 9; Table 3 ).
Bayesian Meta-Analysis
Bayesian meta-analysis found that extended DAPT could be associated with 38% risk reduction in myocardial infarction, although the 95% credible interval entailed as much as 5% risk increase (OR, 0.62; 95% credible intervals, 0.39-1.05) and the strength of evidence for a beneficial effect of extended DAPT was moderate ( Table 4) .
The evidence for an increase in major bleeding associated with extended DAPT was weak (OR, 1.66, 95% credible intervals, 0.89-3.09). Bayesian estimates of OR for the remaining end points were in agreement with results of standard metaanalytic approach (Tables 3 and 4) .
Discussion
This meta-analysis including 17 650 patients who were treated with drug-eluting stents in 4 studies investigates a well-defined clinical question about the benefits and harms of prolonging DAPT beyond 1 year versus stopping DAPT at 1 year after stent implantation. Our findings refer to a selected homogenous population of patients from randomized controlled trials, who did not have major cardiovascular and cerebrovascular events or major bleeding during the first year after drug-eluting stent implantation.
We found evidence that extended DAPT could reduce the risk of myocardial infarction and increase the risk of major bleeding at follow-up with no substantial effects on total or cardiovascular mortality, stent thrombosis, stroke, and MACCE.
However, using a Bayesian meta-analytic approach, the strength of evidence for risk reduction in myocardial infarction associated with extended DAPT was found to be moderate, and evidence for the increase in major bleeding associated with extended DAPT was weak, with 95% credible intervals of ORs including the null value of 1. Furthermore, analyses of absolute treatment effects showed a clinically modest beneficial effect of extended DAPT on myocardial infarction prevention consisting of 12 fewer events avoided per 1000 treated patients, corresponding to a point estimate of number of patients needed to treat for an additional beneficial outcome of 82. Discrepancies between Bayesian and traditional frequentist approaches in estimating treatment effects are not rare in clinical trials. Several Bayesian reanalyses of clinical trials have shown that the observed differences may not be true, [26] [27] [28] mainly because the weight of evidence against the null hypothesis is not nearly as strong as the magnitude of the P value suggests.
Besides this methodological issue, other factors may play a role in explaining the lack of a strong benefit of an extended DAPT regimen beyond 1 year on total thrombotic complications after drug-eluting stent implantation. The small absolute pooled cumulative event rate at follow-up of myocardial infarction at 2.8% and of stent thrombosis at 0.8% in the control arm may reduce the power of this, albeit large, analysis in detecting significant treatment effects. This situation may reflect the fact that all studies included in this metaanalysis selected only patients who remained free of major cardiovascular and cerebrovascular events or major bleeding since drug-eluting stent implantation to the time of randomization, which occurred at a mean follow-up of 12 months. This selection bias yielded to the enrollment of a lower risk patient population. By study design, these studies could explore only very late stent-related thrombotic events or cardiovascular events related to coronary disease progression late at follow-up. In this regard, our findings should be analyzed in the context of the type of drug-eluting stent used and patient population enrolled in the included studies. In most trials, there was a prevalent use of second-generation drug-eluting stents, mainly cobalt-chromium everolimus-eluting stents, 6, 7, 11 whereas first-generation drug-eluting stents, that is, sirolimus-or paclitaxel-eluting stents, were more frequently used in one trial only. 5 Second-generation drug-eluting stents have been shown to have lower risk of stent thrombosis and thus an improved safety profile, as compared with first-generation drug-eluting stents [29] [30] [31] and even compared with bare metal stents. 32 Further, a small prevalence of patients admitted with ST-segment-elevation myocardial infarction, 33 a higher proportion of patients with stable coronary artery disease, and the frequent exclusion of patients with cardiogenic shock reduced the risk of stent thrombosis. Heterogeneity in DAPT duration in the treatment arm from 18 to 48 months across studies may further reduce the accrual of events over time.
In the DAPT study, 7 the largest among the included trials, extended DAPT decreased the risk of myocardial infarction that was not related to stent thrombosis (1.8% versus 2.9%; hazard ratio, 0.59; P<0.001), and this accounted for 55% of the treatment benefit. The Prospect study has shown that ≈50% of major adverse cardiovascular events at follow-up after stent implantation are caused by coronary disease progression at nonculprit lesions, thus unrelated to stent failure. 34 Given the small event rate of stent thrombosis in this pooled analysis, it is likely that the benefit of extended DAPT on the reduction of myocardial infarctions at follow-up could mainly depend on the prevention of nonculprit coronary events.
Our traditional frequentist meta-analysis found an increased risk of major bleeding associated with extended DAPT, although number needed to treat for an additional harmful outcome was large, and Bayesian meta-analysis found that the strength of evidence for this harm was weak.
Both methodological approaches found no evidence of increase in total or cardiovascular mortality risk associated with extended DAPT.
It is likely that the small increase in the absolute rate of major bleedings at 0.4% associated with extended DAPT, as compared with 1-year DAPT, did not translate into an increase in total mortality. Findings from previous studies reported an association between longer DAPT duration and the occurrence of major bleeding, 35, 36 and several studies have reported a relation between major bleeding and increased mortality. 16, 37, 38 In the DAPT study, 7 a higher number of deaths from any cause was observed among patients prolonging DAPT beyond 1 year as compared with 1-year DAPT (2.0% versus 1.5%; P=0.05). In that study, differences in all-cause mortality were driven by differences in noncardiovascular mortality, which were mainly attributed to an imbalance in cancer-related mortality between treatment arms, which was considered the result of the play of chance. Also, trial investigators did not report an association between bleeding occurrence and noncardiovascular deaths. Previous meta-analyses reported small increase in higher total mortality in patients undergoing longer DAPT regimens, 8, 9 ,39 whereas others did not. 10 Such conflicting findings could arise from the inclusion of studies comparing shorter than 1 year with 1-year DAPT together with studies comparing extended DAPT beyond 1 year with 1-year DAPT and may also depend in part on the inclusion of wider patient population with cardiovascular diseases in some analyses, 10 therefore with a different cardiovascular risk profile.
Our analysis instead does not include studies where the control arm consisted of shorter than 1-year DAPT and is focused on patients undergoing drug-eluting stent implantation only, thus providing comprehensive findings that refer to this specific clinical setting.
Nevertheless, our results should be interpreted in the context and in comparison with available literature with the aim of tailoring the selection of the most appropriate DAPT duration for different settings. In this regard, several observations have suggested that patients with previous myocardial infarction Figure 7 . Pooled analysis of studies 5, 7, 11 comparing shorter than 12-mo dual antiplatelet therapy (DAPT) vs at least 12-mo DAPT. Forest plot reporting trial-specific and summary odds ratios (OR) with 95% confidence interval (CI) for the end point of cardiac death. OPTIDUAL indicates Optimal Dual Antiplatelet Therapy. Figure 6 . Pooled analysis of studies [5] [6] [7] 11 comparing shorter than 12-mo dual antiplatelet therapy (DAPT) vs at least 12-mo DAPT. Forest plot reporting trial-specific and summary odds ratios (OR) with 95% confidence interval (CI) for the end point of stroke. ARCTIC indicates Assessment by a Double Randomization of a Conventional Antiplatelet Strategy Versus a Monitoring-Guided Strategy for Drug-Eluting Stent Implantation and of Treatment Interruption Versus Continuation One Year After Stenting; and OPTIDUAL, Optimal Dual Antiplatelet Therapy. Extended Dual Antiplatelet Therapy would benefit the most from the extension of DAPT beyond 1 year. Indeed, in a subgroup analysis of the CHARISMA trial (Clopidogrel for High Atherothrombotic Risk and Ischemic Stabilization, Management, and Avoidance) of patients with previous myocardial infarction, the addition of clopidogrel to aspirin significantly reduced the primary end point of cardiovascular death, myocardial infarction, or stroke during a median of 27.6 months. 40 Similar results were observed in the subgroup of patients with myocardial infarction from the DAPT trial. 41 In the PEGASUS-TIMI 54 study (Prevention of Cardiovascular Events in Patients with Prior Heart Attack Using Ticagrelor Compared to Placebo on a Background of Aspirin-Thrombolysis in Myocardial Infarction), DAPT with ticagrelor and low-dose aspirin, as compared with low-dose aspirin alone, significantly reduced the primary end point of cardiovascular death, myocardial infarction, or stroke, although DAPT was associated with increased risk of TIMI major bleeding but not in fatal bleeding or intracranial hemorrhage. 42 Recently, other studies have developed clinical prediction scores based on ischemic and bleeding risk factors to help identify patients in whom DAPT continuation beyond 1 year could provide a greater expected benefit versus greater expected harm. 43, 44 These scores may differ because of differences in study design and population from which they are developed. In the DAPT study, among patients with prediction scores of ≥2 (high score group), the absolute risk reduction in myocardial infarction or stent thrombosis associated with DAPT continuation was 8.2 times greater than the absolute risk increase in moderate or severe bleeding, whereas patients with scores <2 experienced an absolute increase in bleeding that was 2.4 times the absolute reduction in myocardial infarction or stent thrombosis, after DAPT continuation. 43 In the PARIS registry enrolling 4190 real-world patients undergoing percutaneous coronary intervention with drugeluting stents, Baber et al 44 developed separate models to predict thrombotic and bleeding events in the first 2 years after stent implantation. In that study, clinical risk factors alone, rather than procedural parameters, predicted risks for thrombotic events. 44 This data is in contrast with previous studies reporting associations between procedural factors such as lesion complexity, stent size or stent length, the type of procedural techniques, stent endothelialization, and risk of stent thrombosis. 45, 46 Therefore, it seems clinically plausible to consider DAPT continuation beyond 1 year for the prevention of thrombotic complications in the setting of such complex percutaneous coronary intervention procedures.
Furthermore, the selection of the optimal DAPT duration after drug-eluting stent implantation should also take into account the different prognostic implications of thrombotic events versus bleeding events. Major bleeding events not leading to fatal or disabling consequences may be less detrimental than the majority of thrombotic events, which may be associated with worse cardiovascular outcomes.
To further unravel the trade-off between risks and harms related to DAPT continuation, some investigators have introduced the concept of the therapeutic threshold as the level of platelet inhibition, measured as the minimum inhibition of platelet aggregation, required to prevent stent thrombosis at a given time period after percutaneous coronary intervention. 47 Given that the therapeutic threshold varies with the completeness of stent endothelialization and therefore it may change over time, being higher for a freshly placed stent that is not covered with neointima (inhibition of platelet aggregation possibly > 40% to 50%) and becoming lower as the stent is endothelialized, it has been hypothesized that clopidogrel administration on alternate days, in addition to aspirin, after 1 year could represent an alternative DAPT regimen sufficient to prevent very late stent thrombosis, while decreasing the risks of bleeding CI indicates confidence interval; MACCE, major adverse cardiovascular and cerebrovascular events; MI, myocardial infarction; NNTB, number needed to treat to benefit; and NNTH, number needed to treat to harm Extended Dual Antiplatelet Therapy and saving costs. 47 Yet, this hypothesis has not been adequately validated in large ad hoc designed prospective studies.
Limitations
Our study has important limitations. This study is not an individual patient-level meta-analysis that could allow to investigate the relation between baseline variables and treatment effects and to identify subgroups of patients with optimal risk/benefit profile. We found mild-to-moderate heterogeneity and evidence of asymmetry at contour funnel plots for many end points, which may reflect differences in end point definition across studies, the existence of variable DAPT duration in the treatment arm, and in general differences in patient population and stent type across studies. These factors may limit the accuracy of treatment effect estimates derived from traditional frequentist metaanalytic approach. As we have outlined above, the presence of selection bias represents another limitation, and it reflects the inclusion of studies with lower risk patient population.
We also performed a random-effects Bayesian metaanalysis that improves the accuracy in assessing the evidence against the null hypothesis and may thus better inform clinical decision making. The percentage of loss at follow-up across studies was bigger than the incidence of several clinical events; therefore, an undetermined margin of error in treatment effect estimates could potentially exist.
In most trials, clopidogrel was the most frequent P2Y12 inhibitor used in addition to aspirin; therefore, findings observed in the present analysis may not be generalizable to patients receiving other P2Y12 inhibitor and aspirin.
Conclusions
This meta-analysis of randomized trials from >17 000 patients treated with drug-eluting stents who did not have major cardiovascular and cerebrovascular events or major bleeding during the first year after stent implantation found that DAPT continuation beyond 1 year, compared with 1-year DAPT, could reduce the risk of myocardial infarction, although the strength of evidence for this finding is moderate and the magnitude of clinical benefit is not high (12 fewer myocardial infarctions per 1000 patients). Extended DAPT could increase the risk of major bleeding (weak evidence, 3 more major bleeds per 1000 patients). Results also found no substantial effects of extended DAPT on total or cardiovascular mortality, stent thrombosis, stroke, and MACCE.
On the basis of these findings, the extension of DAPT beyond 1 year should not be routinely applied to these patients, while evaluation of the trade-off between the benefits and risks should be assessed for decision making. 
